California's Proposition 36 offers nonviolent drug offenders community-based treatment as an alternative to incarceration or probation without treatment. The study objective was to examine how substance abuse treatment providers perceive the impact of Proposition 36 on their clinical decision making. Program surveys were completed by 115 treatment programs in five California counties to assess the impact of the law on clinical decision making, and five focus groups were conducted with 37 treatment providers to better understand their perspectives. Compared to residential programs, outpatient programs reported that the policy impacted them to a greater extent in terms of drug testing, reporting to criminal justice personnel, and determining client discharge. Providers in the focus groups particularly highlighted their changing roles in assessing clients' treatment needs and determining the best routes of care for them. The findings indicate that alternate strategies for determining treatment placement and continuing care should be developed.
impact and effectiveness which was conducted by UCLA. However, the statewide evaluation did not provide for an in-depth investigation of the effect of Proposition 36 on local drug treatment service delivery systems, and little is known about the consequences of similar drug policies and programs on the treatment delivery system. The Treatment System Impact Study was designed to address this gap by exploring the effects of the implementation of SACPA on California's treatment service delivery system, including counties and treatment providers. The findings will elucidate the effects of the policy on the treatment service delivery system and can inform policy and practice at the national, state, and local levels.
California has one of the largest drug treatment systems in the nation, with more than 900 community-based programs serving approximately 250,000 patients annually, 1 and Proposition 36 introduced an unprecedented number of clients into this system. 2 Overall, treatment admissions increased by 11% to 34% during the first year in four of the five counties studied, with an 11% increase statewide. In the law's second year, the number of Proposition 36 offenders entering drug treatment continued to increase in all counties and statewide (50% increase over year 1). In year 2, Proposition 36 clients constituted 20% of the state's treatment system, which is a significant proportion given the brief time since implementation. This expansion occurred primarily in outpatient drug programs as opposed to residential programs. 2 Treatment completion rates of clients who entered treatment in the first 3 years of implementation ranged from 32.0% to 34.4%, and treatment completion was related to lower re-arrest rates. 3 Although SACPA implementation was not associated with statewide crime trends, those who were eligible for SACPA in its first 2 years were more likely to have a new arrest for drug or property offenses in an ensuing 30-month period compared to a similar group of offenders in the pre-SACPA-era. 3 Nevertheless, UCLA's evaluation showed that SACPA yielded cost savings to both state and local governments. 3 Specifically, they reported an overall savings of $2.50 for every $1 invested and a savings of $4 for every $1 invested for individuals who completed treatment.
Under the law's general guidelines, individual counties determined the specifics for the law's implementation, and there was considerable county variation on how Proposition 36 was implemented. 4 For example, the types and availability of treatment modalities and levels of care differ across counties (e.g., some counties do not provide narcotics replacement treatment). Some counties utilize centralized assessment center(s) to conduct assessments and determine and assign individuals to specific programs and levels of care, while other counties rely on individual programs to make those decisions. Agencies involvement and interactions with one another also differ tremendously across counties. For example, counties vary in the extent to which substance abuse treatment agencies work collaboratively with criminal justice and mental health agencies.
Drug-abusing offenders are not new to community-based treatment programs, as almost half of outpatient treatment admissions before Proposition 36 were either referred by the Criminal Justice System (CJS) or otherwise involved in the CJS. 5 Tensions between the two systems, with treatment providers focusing on therapeutic principles and CJS personnel focusing on punishment and supervision, have been well documented. 6, 7 Nevertheless, compliance with the law has necessitated and formalized greater interaction among agencies, including sharing of client information and making treatment decisions. 8 For example, the state has made available funds for urine testing because positive urines are clear evidence of program violations. Urine testing has become a routine component of CJS supervision and is often used by treatment providers to make therapeutic decisions. This paper addresses how treatment providers perceive shifts in their roles and responsibilities as a result of the interpenetrating CJS that does not typically have clinical care as a goal. The findings can be used to inform practice at the state and local levels, as well as by other states that are considering instituting such policy as Proposition 36.
As a result of their process evaluation of treatment programs for offenders, 9 Taxman and Bouffard 10 proposed a conceptual framework for the development of an integrated service delivery system (i.e., a system that integrates the criminal justice and substance abuse treatment systems).
They note the potential tension in the integrated system between "external control-oriented services" such as criminal justice-based testing and monitoring and "internal control-oriented services" such as clinical care. Their framework includes the following six decision-making domains that are implicated when the two systems are combined: (1) screening and assessment, (2) treatment placement criteria, (3) treatment progress and continuum of care criteria, (4) supervision/ monitoring components, (5) drug testing, and (6) criteria for discharge due to noncompliance and criteria for completion of treatment and supervision. The objective of this study is to use Taxman and Bouffard's conceptual framework to examine how substance abuse treatment providers qualitatively characterize the impact of Proposition 36 on their clinical decision making. Quantitative data were also collected to provide descriptive data regarding the impact of Proposition 36 on clinical decision making. Utilizing the quantitative data, the perceptions of providers working in outpatient and residential treatment programs were also compared, as prior research has shown that Proposition 36 has increased treatment admissions to outpatient programs more so than residential programs. 2 Hence, we hypothesized that outpatient programs would perceive the impact of Proposition 36 to be greater on their clinical decision making than would residential programs.
Methods

Study design
The Treatment System Impact (TSI) Study was designed to investigate the impact of Proposition 36 on local treatment systems and their linkages to the respective criminal justice systems. Using a purposive sampling strategy aimed at maximizing variation in a small sample of counties, five diverse counties were selected along dimensions hypothesized to have important implications for each county's alcohol and drug treatment system and participant outcomes including geography (e. g., urban, rural; northern, central, southern), population (e.g., large, small), and Proposition 36 implementation strategies (e.g., urine testing, treatment options). 4 Counties eligible for selection had to have admitted at least 100 Proposition 36 clients in the first implementation year (1 July 2001 to 30 June 2002) and participated in a prior treatment outcome study. The five counties selected were Kern, Riverside, Sacramento, San Diego, and San Francisco.
Program surveys
All programs serving Proposition 36 clients in the five study counties were invited to participate in a survey from December 2005 through August 2006 to assess the impact of the law on local treatment service delivery systems during the first 4 years of implementation. All questionnaires were mailed directly to programs. The survey took approximately 1 h to complete, and respondents were offered $100 for their participation. This paper presents findings from six items in the survey that assessed the impact of Proposition 36 on clinical decision making using a four-point Likert scale where 0 = Not at all, 1 = Limited extent, 2 = Moderate extent, and 3 = Great extent. The programs' use of drug testing was also assessed in the program survey.
The 115 program surveys included in this study represented 77 outpatient and 38 residential treatment programs. In total, 126 of the 137 (92%) treatment sites contacted responded to the survey. However, 11 of these questionnaires did not complete the section on clinical decision making, resulting in a response rate of 84% for this study. The surveys were completed by nine executive directors (7.8%), 45 program directors/managers (39.1%), 27 program supervisors/ coordinators (23.5%), nine clinic administrators or other administrative staff (7.8%), and eight clinical supervisors or counselors (6.9%). Seventeen of the respondents (14.8%) did not identify their role in the treatment program.
Focus groups
To augment the quantitative data collection effort, focus groups were conducted with treatment provider staff in March and April 2004 to better understand their perspectives on the impact of Proposition 36 on the local treatment service delivery system. One focus group was held in each of the five participating counties. In three of the counties (Sacramento, San Diego, and Riverside), study staff contacted the directors of eight programs in each county that were collecting client intake assessment data as part of the Treatment Outcomes component of the TSI study. In the other two counties (Kern and San Francisco), client intake assessment data collection was centralized at the county level; therefore, study staff contacted the directors of eight programs that served the most Proposition 36 clients stratified by treatment modality. No directors declined participation. A flyer about the focus group was posted at each program, indicating that if more than one staff member from a program volunteered, UCLA would randomly select one participant.
Five focus groups (one in each of the five counties) were conducted, involving 37 individuals total. Approximately half (54%) of the participants were women; 73% identified as white, 19% Hispanic, 3% black, and 5% other race/ethnicity. The average age of the focus group participants was 45±10 years, with a range of 24 to 63 years. The majority (97%) had at least some collegelevel education, with 19% having an advanced degree. Participants had worked in the alcohol/drug treatment field an average of 9±7 years, and they had worked at their current agencies an average of 5±5 years. Participants reported their primary role(s) as individual/group counselor (70%), intake/assessment counselor (35%), supervisor of counseling staff (32%), or other (e.g., associate executive director; 19%). More than half (59%) of the participants had multiple responsibilities (e.g., intake/assessment and individual/group counseling).
Focus groups were held at county agency facilities. Informed consent was completed by all participants, and background information was collected through a brief, anonymous, pencil-andpaper questionnaire. Each focus group, which lasted approximately 2 hours, was digitally recorded, and an assistant took notes throughout. During the session, participants were asked to discuss their programs' treatment approaches/orientations, impact of Proposition 36 on the delivery of treatment services (e.g., type, quantity, and quality of services for Proposition 36 and non-Proposition 36 clients, provision of services for Proposition 36 clients with special needs), and administration of Proposition 36 at their programs (e.g., procedural and staff changes, what has worked well, what has not worked well, lessons learned). Participants from programs that allowed compensation were paid $100 for their participation.
Analytic approach
With regard to the program survey, the impact of Proposition 36 on clinical decision making was analyzed by treatment modality. Group differences were examined using chi-square analysis. For the focus groups, the digital recordings were transcribed verbatim by a transcription service. Researchers checked each transcript against the recordings for accuracy. Transcripts were then analyzed in ATLAS.ti, a qualitative data analysis software program. Initially, transcripts were coded using broad topic-driven categories, and responses within these categories were reviewed by the research team using the constant comparative method where results are compared across data sources. Based on this review, specific content-driven codes were developed that were relevant to most or all of the interviews and that corresponded roughly to the domains proposed by Taxman and Bouffard. The definition of codes was discussed among three researchers and documented. After coding was completed, the analysis was reviewed and confirmed by another researcher. Relationships between the secondary codes were examined using the program's network diagramming feature that allows the user to graphically depict overlapping themes (i.e., codes). Themes and patterns emerging from the coded data are illustrated in the results with verbatim quotes. Because there was considerable in-practice overlap among the Taxman and Bouffard domains (e.g., supervision/monitoring and drug testing were always intertwined in respondent narratives), three larger categories for discussion were pursued: (1) screening/assessment and treatment placement, (2) supervision/monitoring, testing, and discharge/completion, and (3) treatment progress and continuum of care.
Results
According to participants in the focus groups, Proposition 36 affected clinical decision making with regard to assessment and placement, client progress and the continuum of care, supervision and monitoring (including drug testing), and treatment completion and discharge. All of the focus groups discussed the impact of the policy on assessment and placement, while the other topics were raised in at least two of the five focus groups. Each domain will be explicated below, with illustrative quotes when relevant. The impact of Proposition 36 on clinical decision-making was also compared across outpatient and residential treatment programs using chi-square analysis (see Table 1 ).
Assessment and placement
With centralized assessment (i.e., "gate teams") for Proposition 36 clients, some county providers questioned the accuracy of the diagnostic process. This process seemed particularly challenging with dual diagnosis clients. As a result, the conundrum that providers sometimes faced was that clients were improperly assessed and then assigned to inappropriate treatment levels. * For example, a provider in one county stated, "I'm wondering how in the world did the gate team… assess them to bring them in? We have people coming in at level two who…we know that level three would be just the right thing for them, based on an assessment you do, which is an ASI [addiction severity index] Lite. Yet they're coming in at level two. The assessment process with the gate team, sometimes it's questionable how and for what reason they send them in that level." Other providers from this county suggested that the criminal justice system decided where clients should be placed, with minimal regard for a clinical diagnosis. Whether clients were sometimes inappropriately assessed by the gate team or placed without adequate diagnosis, consideration of what the treatment providers felt the clients needed was missing from the process. Providers in this focus group felt that their assessments were often not solicited or respected: "But they won't ...call [us] and say, 'You know, I respect your assessment and he's here with me and we have done our assessment, and I truly believe he should be in this level.' It's not going to happen." Participants in some of the focus groups noted that placement of women and the homeless was particularly challenging. Other counties faced problems with inappropriate placement of their dually diagnosed clients due to minimal screening for co-occurring mental health disorders and/or the lack of regard for the provider's assessment. For example, one provider noted, "One of the things that constantly comes up for us…is to have an outpatient counselor do a basic assessment of their client that's sinking and send them back to [the gatekeeper] and then have [the gatekeeper] totally discount what the counselor has said….It's been an ongoing battle when a competent qualified alcohol and drug counselor makes an assessment with a client that is seeking treatment, and refers them for, say, level three or detox-a homeless, indigent individual-and [the gatekeeper] says, 'Well, we got to let them fail.'" Interestingly, and in contrast, one county noted *Generally speaking, level 1 refers to education, level 2 to outpatient treatment, level 3 to intensive outpatient or day treatment, and level 4 to residential treatment. Considerable county-level variation exists with regard to the content of services within each level. that their dually diagnosed clients were experiencing increased access to psychiatrists, and they found that their probation department was making efforts to be flexible with these clients. Providers from this county noted that assessment and placement improved once the process was moved from probation back to the treatment providers. According to the program survey, 64.3% of programs reported that Proposition 36 impacted the provision of services provided to a moderate or great extent and 45.6% reported the law impacted referrals to specialized services to a moderate or great extent. Proposition 36 did not differentially affect outpatient and residential programs in terms of the provision of services provided or referral for specialized services (p90.05).
Supervision and monitoring, drug testing, and discharge
Three focus groups discussed the impact of Proposition 36 drug testing on their clinical care. In one county, residents had to leave the program and go several places to get tested and receive their results. Providers pointed out that this process detracted from treatment because clients had to do this four to five times within 45 days. In another county where testing was done within the treatment facilities, providers noted that they spent a great deal of time testing their Proposition 36 clients who were resentful that they were tested more than voluntary clients. Providers in this focus group also noted that they had lost the freedom to determine when clients should be maintained in or discharged from treatment, as this decision was being based more on drug test results than on the providers' assessments of what would be clinically best for the clients. These providers viewed this as "moving backwards" and wanted to be left to make their own decisions: "Let us make the decision because we work with them every day and we know the ones that are out there that are not participating in the program when they are here, and [we are] discharging them. But [the criminal justice people] will ask, 'Well, why did they get discharged after three but this one's not?'" As a result of less flexible treatment decision making, providers noted that their clinical work had become "canned treatment" and they felt that this was potentially a "liability" for the clients.
Program surveys revealed that Proposition 36 impacted programs to a moderate or great extent in a number of ways, including client discharge from the program (44.6%), reporting of treatment noncompliance to criminal justice personnel (60.5%), treatment duration (73%), and frequency of drug testing (52.7%). Compared to residential programs, outpatient programs reported that Proposition 36 impacted their programs to a greater extent with regard to whether clients were discharged from their programs (χ 2 =18.8, pG0.0001), whether treatment noncompliance was reported to criminal justice personnel based on the potential legal consequences to clients (χ 2 =8.9, pG0.05) and the frequency of drug testing (χ 2 =10.4, pG0.05). It did not differentially affect outpatient and residential programs in terms of treatment duration (p90.05).
Most programs (n=79, 68.7%) typically reported Proposition 36 clients to CJS on their first positive drug test. Before reporting, other programs typically allowed one positive drug test (n= 7, 6.1%), two positive drug tests (n=11, 9.6%), three positive drug tests (n=4, 3.5%), five positive drug tests (n=1, 0.9%), or six positive drug test (n=5, 4.3%). Eight programs (7%) did not respond to this question. Programs also varied in the number of positive drug tests typically allowed before a Proposition 36 client was discharged from the treatment unit. Twenty-one (18.3%) programs typically discharged clients after the first positive drug test, whereas other programs typically allowed one positive drug test (n=15, 13.0%), two positive drug tests (n=17, 14.8%), three positive drug tests (n=29, 25.2%), or four positive drug test (n=22, 19.1%) before discharge. Eleven programs (9.6%) did not respond to this question. The treatment consequences of positive drug tests for Proposition 36 clients were compared across outpatient and residential treatment programs using chi-square analysis (see Table 1 ). Compared to residential programs, outpatient programs reported that positive drug tests were more likely to lead to an adjustment to the client's treatment plan and level of care and to an increase in the frequency of drug testing (all pG0.0001).
Client progress and continuum of care
Two focus groups expressed concerns with the effect of Proposition 36 on client progress and the continuum of care. In one county, participants noted that the fundamental treatment approach shifted with the influx of Proposition 36 money and clients. By shifting from predominantly oneon-one treatment to group treatment, more clients were able to be accommodated by the treatment programs. Providers in this group discussed how services were "manipulated" to get the "biggest bang for the buck." They were not convinced that this shift improved care for the clients. Participants noted that communication between the treatment and criminal justice systems regarding client progress and changes in treatment level was often challenging. As one provider noted, "The only thing I really find problematic is the fact that sometimes…the other [criminal justice] entities cannot get back to the treatment facilities with what's going on with the client. They may send a client somewhere….So we would assume the [probation/parole officer] would call us and say, 'This client is no longer there, so you can close them out.'" Providers in another focus group noted that it was difficult to communicate regarding the need to change clients' treatment levels because the criminal justice entities did not see what the providers saw: "I'm seeing one picture and they're seeing another…" Their concern was that in keeping clients in inappropriate levels of care, they would have less chance of successful completion. Several providers discussed being "client-oriented" and felt that refusal to change a client's level of care was "punitive." One provider noted that not allowing a client to change levels would "cause this client to fail." Another provider responded, "Let's at least give him the opportunity." According to the program survey, 51% of programs reported that changing a Proposition 36 client's level of care was not at all difficult, 42% reported it was somewhat difficult, and 7% reported it was very difficult.
Discussion
The findings from this study point to issues that may need to be considered as California enters into a new phase of policy implementation and as other states consider policy shifts similar to Proposition 36. 11 Little attention has been paid to how this policy operates "on the ground" in clinics where providers have to accommodate not only a new population of clients but also a new system of care that involves collaboration with a system that was previously separate. Providers in the focus groups particularly highlighted their changing roles in assessing clients' treatment needs and determining the best routes of care for them, emphasizing the tension between county assessment centers and treatment providers in determining initial level of care and between the criminal justice system and treatment providers in increasing intensity of ongoing care as opposed to incarceration. For providers in some counties, assessment of client populations with multiple needs (such as dually diagnosed, women, and homeless clients) was particularly challenging when not in the hands of the clinicians themselves. Further, the greater frequency of drug testing and the expectation to report positive drug tests has resulted in a reduced flexibility in responding to client needs. The quantitative results lend further support to these findings by showing that clinical decision making was impacted to a moderate or great extent by 45-73% of treatment programs depending on what aspect of decision making was being examined. Compared to residential programs, outpatient programs reported that the policy impacted them to a greater extent in terms of drug testing, reporting to criminal justice personnel, and determining client discharge. This is not surprising considering that Proposition 36 has increased treatment admissions to outpatient programs more so than residential programs. 2 These unintended consequences of the policy, which need to be resolved in California, may also become problems for other states that are adopting similar policies. With regard to treatment placement, there has been tension since the early stages of policy planning about placing clients based on their treatment needs versus their risk to society (i.e., their criminal record). According to Klein et al., 11 placement strategies potentially varied by county according to which stakeholders were advocating the strongest for which approach to placement decisions. These authors advocated tracking the data on appropriateness of placements, particularly in relation to outcomes. However, an additional obstacle to appropriate placement is the lack of availability of more intensive treatment environments, such as residential treatment. The vast majority of Proposition 36 funds were allocated to outpatient treatment programs as a cost-efficient means to accommodate the large flow of Proposition 36 offenders. 2 However, outpatient treatment may not be optimal for certain subpopulations of Proposition 36 clients, such as those who are homeless or who have co-occurring substance abuse and mental health disorders. Residential programs are much more costly than outpatient programs 12, 13 and are more difficult to expand, especially in the short time since the implementation of Proposition 36. According to the UCLA final report of the 2001-2006 SACPA evaluation, "although the absolute number of available residential placements increased slightly after SACPA implementation, the treatment system was unable to keep pace with the increase in demand." 3 The report recommended that expanded use of residential treatment for heavy users should be prioritized.
Furthermore, in some counties, the nature of treatment itself had changed as a result of the policy, and providers were concerned that their clients' needs were not being adequately met. This is similar to what Sherman et al.
14 described as the "unplanned" changes that occur when systems change upon linkage with one another (i.e., what the same authors call "boundary spanning"). In their study, the presence of a mental health supervisor in the jails was pivotal to the success of their program. It is possible that trading places (done by some counties)-i.e., having criminal justice personnel spend time in substance abuse treatment settings and vice versa-could contribute to a greater understanding of the issues and parameters that each group faces. As Taxman and Bouffard 15 note, there is a history in drug treatment court of ignoring treatment providers in decision making especially with regard to assessment and placement. Appropriate linkages must be made with regard to joint delivery of services. [16] [17] [18] This study has limitations in regard to sample selection. The roles of program survey respondents varied, with some respondents in administrative roles and others in clinical roles, and it is unknown if these individuals were the best suited to provide data regarding the clinical aspects of Proposition 36. With regard to the focus groups, a potential selection bias may have occurred in that the number of treatment staff with direct contact with Proposition 36 clients identified by the Program Directors varied across the programs, and potential staff participants may have been selected for particular reasons of which researchers are not aware (e.g., providers who were more positive about Proposition 36 may have been overidentified). Because participants from only eight programs in each of the five study counties (of the 58 total counties in California) were included in the focus groups, the findings may not be generalizable to other programs within the five counties or to other counties across the state. Furthermore, due to the observational nature of this study, the changes observed in treatment can potentially be attributable to other developments in healthcare, such as shortened treatment duration, an increase in evidence-based practices, and cost savings in providing outpatient services and group interventions as opposed to residential care and individual therapy. However, the findings are consistent with the larger environmental context of Proposition 36.
Several aspects of California's unique treatment system potentially reduce the generalizability of the findings. Specifically, in California, counties are dominant in implementing policy and are very different from one another. States in which counties have less influence may experience different problems than the ones reported here. Further, this study focused on program-level factors and did not address county-level factors (i.e., rural versus urban area). Future research should take countylevel factors into consideration.
Implications for Behavioral Health
Proposition 36 has been controversial in California and has been watched closely nationally. This study enhances our understanding of the policy's unintended effects on the treatment service delivery system and, more specifically, how treatment providers perceive shifts in their roles and responsibilities as a result of the interpenetrating criminal justice system. The findings can be useful in informing policy at the national, state, and local levels. The results suggest that alternate strategies for determining treatment placement need to be developed and more intensive treatment programs need be available. Increasing the capacity for more intensive programs would allow for a step-down strategy where individuals with severe problems begin at higher levels of care and move to lower levels of care as treatment indicates rather than the current "fail first" strategy (i.e., assigning all clients to the lowest levels of care and only moving them to more intensive care after they fail or even punishing them for relapsing). Enhanced training of assessors and improved communication between the criminal justice system and the substance abuse treatment system may also improve initial placement as well as ongoing care.
